In Canada, the exposure of children to intimate partner violence is, along with negligence, one of the most frequent forms of maltreatment. Intimate partner violence raises important issues with regard to child custody and to the exercising of parental roles. The aid provided for children exposed to intimate partner violence covers a range of programs, in particular community services specializing in intimate partner violence, frontline social and health services, and child protection. However, these resource services do not share the same missions, or the same understanding of the problems and possible solutions, since they often operate in parallel networks. The complex situations of families confronted with intimate partner violence present considerable challenges in terms of collaboration between the different organizations. Action research was employed to develop an innovative concertation strategy that fostered collaboration between practitioners from different family resource services. The strategy, which was implemented in the Québec City region between 2011 and 2013, was then evaluated. This article presents the results of this evaluation as
Introduction
Children are often at the heart of family violence situations. In Canada, the exposure of children to intimate partner violence (IPV) is, along with negligence, one of the most frequent forms of maltreatment, representing 34% of the cases taken up by child protection agencies [1] . According to data from the Canadian Centre for Justice Statistics [2], 18,710 children under 17 years old were exposed to intimate partner or family violence in 2010. IPV would seem to be more frequent among couples with children [3] . A study based on a representative population sample of 4549 Americans children under 18 years old [4] showed that one child out of nine (11%) had been exposed to family violence in the last year, and that one out of 15 had been exposed to physical (6.6%) or psychological (5.7%) IPV. If we consider lifetime victimization, 17.9% of young people have been exposed to IPV. The portrait is very similar in the Province of Québec, where a quarter of the children have been exposed to physical, verbal, or psychological IPV [5] . In the last few decades, several studies have shown how IPV exposure can have a deleterious impact on children's development [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] .
The services provided for children exposed to IPV have evolved considerably since the 1990s [10] . They now include a range of programs, in particular community resources specializing in IPV, frontline social and health services, and child protection services. In the Province of Québec, the Youth Protection Act underwent some changes in 2007, denoting the government's acknowledgement that IPV exposure is a form of psychological maltreatment liable to compromise children's health and safety [19] . The changes made to the law recommend an approach based on a sharing of responsibilities between the different resource services working in maltreatment cases. Nonetheless, the operationalization of this principle is not entirely straightforward, since collaboration between the different services remains awkward. Given that the services for IPV and child maltreatment (CM) have developed in separate networks, the organizations and practitioners do not have the same missions or the same understanding of the problems and possible solutions [20] [21] [22] . Action research was recently conducted through a co-construction of knowledge and practices involving researchers and practitioners [23] . This made it possible to identify the main conflicts between the practitioners and to establish a novel concertation [24] strategy for resolving these conflicts. This strategy offers concrete support to practitioners faced with the challenge of collaborating with people from other resource services. The aim is to help practitioners go beyond a simple collective management of risk and broaden their respective views of the needs of children and their families. In so doing, their practice will contribute to a winning partnership that will benefit affected children and families by giving them more continuous, coherent, and integrated support. This strategy, which was implemented in the Québec City region between 2011 and 2013, was evaluated by the participating practitioners. This article presents the results of our testing of this process. The collaborative logic underlying this research project ensues from a professional and organizational desire to be part of a continuum of services that can better meet the overall needs of each and every family member confronted with IPV and CM. The current state of knowledge concerning the consequences of IPV exposure for children will be presented below, as will its impact on parental roles, and the collaboration issues for the different practitioner groups. The concertation strategy will then be described briefly, followed by the methodology used in this study. Finally, the results will be exposed and discussed with the intention of identifying promising avenues for the future development of knowledge and practices in this field.
Literature Review

Consequences for Children of Being Exposed to Intimate Partner Violence
When children live in a family environment where there is IPV, they are considered to be exposed to it whether or not they directly witness it happening. These children might see or hear episodes of violence, participate more directly by trying to come between the two parents, or witness injuries and police interventions [10, 25] .
Living in an IPV environment exposes children to numerous risks. Compared to children from the general population, such children present more risk of developing physical health and emotional problems [11, 14, 26] . With regards to mental health, these children are more likely to suffer from post-traumatic stress [10, 15, 27, 28] . They may also present different types of difficulties, including adaptation, social functioning, cognitive and academic, and interiorized and exteriorized behavioural problems [5, 6, 10, 11, 13, 15, 18, 27] . Furthermore, these children might also reproduce the violence in their own intimate relationships, whether it be in adolescence or adulthood [10, [13] [14] [15] 18] .
The presence of IPV in the family increases the risk that children will in turn be the direct victims of maltreatment [29] [30] [31] [32] [33] [34] . Several studies have shown that exposure to both IPV and direct CM has an even more deleterious effect on children's adaptation [16, 17, 35, 36] .
Direction of Violence and Impact on Parental Roles
Women make up the large majority of IPV victims: they are twice as likely as men to be at risk [2] . The physical acts of violence of which they are victims are also more frequent, more severe, and more serious in consequence [37, 38] . As for men, they make up the large majority of alleged perpetrators of family violence (79%), of IPV [1] , and of physical abuse towards children [39] . This is all the more true in cases of severe physical abuse [40, 41] .
The conjugal context of violence in which some women find themselves increases their risk of developing various physical and mental health problems as well as social functioning and parenting problems [42] [43] [44] [45] . Moreover, these women often find themselves isolated or forced to take time off from work due to difficulties at home [44] . IPV also affects the conditions in which parental roles are exercised, in particular by increasing victims' stress [46] [47] [48] [49] [50] . While the quality of the relationship between the child and the parent who is an IPV victim constitutes an important protection factor for the former [51] [52] [53] [54] [55] , studies show that the partner or ex-partner often employs violent behaviour to undermine this relationship [53, 56, 57] . Negative repercussions on the parenting of these women can be observed [56, 58, 59] . Despite this, studies have shown that these fathers continue to be present in the lives of their children. Approximately 60% of these children continue to live with their father or to see him regularly after an IPV episode [60] . This is why, for the social practitioners helping these families, IPV is often associated with parental-ability and child-custody related challenges [61, 62] .
Collaborative Challenges among Psychosocial Practitioners
Several people from the health and social services network can be called on when IPV and CM situations arise. Certain kinds of organizations are at the heart of the required actions, such as frontline social and health services, child protection agencies, shelters, organizations working with men who conduct IPV, and supervised visitation and custody exchange services [63] .
Given the difference in the organizations' mandates, their services, and in the target populations, practitioners working with families can have widely diverging views about the issues at hand [20, 64, 65] . Consequently, it would seem that each organization's mission, as well as the target population influence the practitioners' viewpoints. Moreover, the simultaneous presence of IPV and CM often point to complex family situations and violence problems. The distinct needs of each family member can make it more complicated to provide support [62] . In these situations, getting the various organizations to collaborate represents a strategy that can provide these families with a more complete and coherent service [66, 67] .
Challenges in collaboration nonetheless remain, in particular between child protection agencies and shelters for women who are IPV victims [65, 66] . It is seemingly just as difficult to get resource services for violent partners and those for IPV victims and exposed children to cooperate [68] . Even though its importance has been pointed out by several authors, collaboration remains difficult in concomitant situations [20] [21] [22] 65, [69] [70] [71] .
Concertation Strategy
In order to address collaboration issues between practitioners, a concertation strategy has been developed involving all actors from a participatory action research [23] . This strategy took the form of clinical discussions and it called for two concertation meetings, with a three-month interval, between practitioners working with families concerned by IPV and CM. For each clinical situation, the concertation strategy requires three fields of expertise to be systematically represented: services for child protection, IPV victims, and partners with violent behaviour. If one of these branches is not represented for a clinical situation, a practitioner in this field is invited to the concertation meeting so as to share his/her viewpoint. These "external experts" are selected in collaboration with the Project Coordination Committee, which has representatives from each area of expertise. The concertation strategy provides the animation of each encounter by a neutral actor. In the case of our experiment, it was the project coordinator. During the meetings, the practitioners were first invited to introduce themselves and their organization (i.e., mandate and mode of operation). Then, they shared their respective analysis of the family situation, beginning with the family providers. The meeting ended with the proposal of different possible initiatives for each family practitioner so as to ensure the children's safety. A concertation meeting lasted about an hour and a half and involved between three and six practitioners [72] .
The innovative nature of this strategy is based on two main aspects. First, although there are existing concertation structures applicable to various situations, these structures are rarely used in IPV. In one hand, this is due to the obstacles already mentioned in the previous section, while in the other hand it is explained by concertation protocols usually requiring the presence of families, which raises important issues of safety for victims of IPV, who find themselves forced to negotiate solutions with their abuser in a context of unequal power relationships. Thus, there is a risk for the intervention to be used by the abuser as a way to maintain control over the victim before, during or after the concertation meeting, and practitioners least aware of IPV may not be able to detect subtle control strategies. Second, these protocols are generally managed by public services agencies, while IPV expertise lies more in the community services. Therefore, this strategy offers a new approach that allows the recognition of all expertises, thus, helping to equalize the power relationships between practice settings, while providing an answer to security challenges for the concerned family members, who give their consent but do not participate in the meetings [72] .
Since the services offered in some organizations are of short duration or have waiting lists for services access, sometimes families do not receive help from two or more practitioners at the same time. Thus, another innovative aspect of this strategy is to provide practitioners with the possibility to consult with practitioners from other fields of expertise in conducting a clinical discussion between him/her and two "external experts". A practice guideline has been produced for practitioners needing more information about the concertation strategy [72] .
Methodology
Since the main objective of this study was to evaluate a concertation strategy for practitioners working in IPV and CM, we opted for a mixed methodology that was both qualitative and quantitative. We will begin by describing the sample and recruitment methods, underlining the ethical concerns, then the data collection tools, and, finally, our analysis methods.
Population, Sample, and Recruitment Methods
The study population was composed of practitioners from different organizations working with one or more members of families affected by IPV and CM. This research is based on a total of 115 participants (number of questionnaires that were filled out), including 57 different practitioners, taking into account that some practitioners have participated for more than one clinical situation as a provider or as an external expert. Two strategies were used to recruit these practitioners.
The first strategy consisted in making practitioners who were working with families affected by IPV and CM aware of the project. To do so, we organized presentations for each of the work teams of the seven main organizations in the Québec City region, namely: a child protection agency, two organizations offering frontline health and social services, two organizations working with women and children exposed to IPV, an organization working with men who employ violence, and an organization providing supervised visitation and custody exchange services. We met with 474 practitioners and managers working with affected families to explain the concertation strategy. Managers have been informed of the concertation strategy since they have an important influence to encourage practitioner participation in research. As the recruitment stretched over a two-year period, an e-mail newsletter was created to periodically remind the practitioners about the concertation strategy. Moreover, we were also able to count on a snowball effect that enhanced this recruitment strategy: several practitioners who participated in a concertation meeting saw the benefits and in turn referred another clinical situation to our research team. When practitioners indicated that they wished to participate in the project knowing that helped family was concurrently receiving services from another organization, they contacted the project coordinator to obtain the information and documentation needed to present the project to parents and ask for their consent for the practitioners to participate in concertation meetings. The project coordinator then contacted the other concerned practitioners to ascertain their interest, then to schedule the concertation meeting.
The second recruitment strategy consisted in obtaining a list of all the children whose reported cases had been retained by the child protection agency because of their IPV exposure and family conflicts. This list was established by the child protection agency and sent to the project coordinator in a secured document. Only the children's user number appeared on the list so as to protect their identity. This list was systematically checked by the project coordinator and the manager of the team of practitioners working with the children so as to determine whether there were two IPV and/or CM services involved with the same family. When situations were identified, the coordinator then contacted the practitioners in question to invite them to participate in the concertation strategy; if interested, the latter would then communicate with the parents to obtain their consent. Concertation meetings were organized by the project coordinator once everyone concerned had given their consent. The evaluation of the strategy was done at the end of each meeting.
Ethics and Victim Safety
This project made sure that ethical and safety issues were a priority by ensuring the consent of each party and the anonymity of each family member, and by verifying issues related to the safety of victims of violence through diverse mechanisms, even though it was the practitioners who participated to the concertation strategy.
To begin with, the consent of the parents was obtained and, when present, that of children 14 and over. It is important to note that in Quebec (Canada) the law states that children of 14 and older can provide legal consent. Parents who gave their consent for the participation of their practitioner included both biological parents and, when they lived with the children, the step-parents. The consent of each family member concerned was needed; for example, the consent of only the father or only the mother was not acceptable. It is also worth noting that consent of the two parents was always obtained by the practitioner who was closest to them so as to encourage file confidentiality and victim safety.
With regards to anonymity, the research team never asked for the parents' names if the consent forms were not signed by the latter. When it was necessary to have names, for example, the name list provided by the child protection agency, only the project coordinator had access to the information, which was protected by a password that only she knew. Each member of the research team, like the practitioners in the concertation meetings, had to sign a confidentiality form. It stated the importance of protecting the anonymity of the family members, as well as the confidentiality of those family members with whom they were not working. The names were removed from all the documents and replaced by reference numbers before carrying out the analysis.
The victims' safety was a central concern of the team all throughout the project. To start with, the parents were never invited to participate in the meetings so as not to put the victim in the presence of the partner who employed violence. In certain cases moreover, in particular when the woman was staying in a shelter, the name of the organization was not mentioned on the consent form signed by the partner or ex-partner in order to protect the victim. There were nonetheless a few occasions where we were confronted with complex situations in which the simple fact of talking about the project with a spouse having violent behaviour might have been prejudicial to the victim's safety. The concertation protocol was then abandoned to ensure the victim's safety.
Data Collection Methods
As it was a question of evaluating the concertation strategy, we used a paper questionnaire that the practitioners had to fill out after each of the two meetings. The questionnaire evaluated: (1) the improvement in their knowledge about the situation and related issues; (2) the consensus and divergent opinions identified by the practitioners during the meeting; (3) the overall appreciation of the concertation meeting; (4) the facilitating elements and obstacles in the meeting; (5) their appreciation of the people who were invited to the meeting; and (6) their other concertation experiences in their field. The practitioners could also write down general comments at the end of the questionnaire.
The questionnaire was primarily composed of short-answer questions that made qualitative analysis possible, but also had Likert-scale questions that allowed certain aspects to be measured with a quantitative approach, in particular the practitioners' satisfaction.
The practitioners answered these questionnaires anonymously, while, nonetheless, indicating the organization for which they worked so that the research team could compare the answers based on the practitioners' expertise.
Analysis Methods
A theme-based, content analysis method was chosen for the qualitative data [73] . N'Vivo was used to code all of the participants' answers inductively. Two members of the team independently coded all qualitative data using an inductive method involving N'Vivo software. A meeting of the research team then allowed the discussion of the various codes and their definition to agree on a common coding grid, with which the data were recoded by the same two team members, achieving an inter judge agreement score of 99.27%. The analysis was then completed by the team, establishing relationships between the analysis categories.
The aim of the quantitative analyses was essentially to measure the practitioners' satisfaction with the concertation process. The team chose to employ descriptive statistics to do so.
Results
Participants and Attrition Rate
In total, the concertation meetings covered 29 different clinical situations. Of these, 27 came from the first recruitment strategy (practitioner reference), whereas the other two came from the second (database of the child protection agency).
In 24 other cases, the references received did not lead to concertation meetings. The main reason for refusing these cases was the length of time it took from the moment when the practitioners referred the clinical situation for the project to the obtaining of the necessary consent to start the process, which took an average of three months. This can be explained in particular by the fact that the actual physical meetings between practitioners and their clients were less frequent or harder to bring about, as well as by the number of consent forms that had to be filled out (generally two, sometimes more). For more than a third of these clinical situations, the cases were closed before obtaining parental consent. For seven other families, their case was not accepted because one of the parents refused that their family situation be discussed in a meeting. For five out of these seven families, the refusal came from the father, whereas, in another two cases, it came from the mother or both parents. Three other family situations were not accepted because: the practitioner refused to take part in the project; the reference came too late for data collection; and the practitioner stated that the safety of the mother and children would be threatened by her participation in the study.
The concertation strategy called for two meetings at a three-month interval. However, for seven of the clinical situations included in the sample, the second concertation meeting could not be held. The reason in these cases was that their file had been closed because the families were no longer meeting a practitioner who could represent them in the concertation meetings.
Practitioners' Satisfaction Regarding the Concertation Approach
All the practitioners questioned in our study thought that the concertation strategy should be implemented on a larger scale. They greatly appreciated the relevance of this strategy in their work with families with IPV and CM problems, as can be seen by the following quote:
"It was an excellent approach! It's something that turns out to be very useful in ensuring the children's well-being, since each parent's situation is complex. Hearing about the other practitioners' opinions and approaches is quite enriching. It helps us develop new ways of communicating with each other and being more aware of the issues so that we can ensure the children's well-being" (practitioner working with women).
The results presented in the Table 1 show that a large majority of the practitioners were satisfied or very satisfied with their participation in the concertation meetings, whereas having attended one or two consultation meetings planned in the protocol.
Close to 100% of the practitioners indicated that they were very satisfied or satisfied about five of the measured indicators, namely: the relevance of concertation discussions for their professional practice (99.2%), freedom of expression during the meetings (96.6%), the feeling that their expertise and skills were acknowledged (97.5%), the group's openness to hearing and respecting other people's viewpoints (98.3%), and the facilitator's work in allowing everyone to express themselves freely (99.2%). As for the other two indicators, 100% of the practitioners noted that they were very satisfied or satisfied about other people's professional expertise and skill being recognized, as well as about their own contribution to the discussion. 
Support for the Psychosocial Workers' Practice
A Better Understanding of Families and Greater Collaboration between Organizations
The concertation meetings, through the support they provided for the different practitioners who took part in the project, were often beneficial for their practice. Accordingly, the results indicated that the meetings gave the practitioners a better understanding of a large majority of the family situations that were discussed there. These meetings gave them a better overall view of family situations by bringing together diverse viewpoints and complementarity information. Several practitioners pointed out that the meetings also gave them a better understanding of the different organizational fields and fostered collaboration between these organizations for most of the family situations.
"[Concertation is a strategy we should develop because it] helps us to check our perceptions and analysis. Because we don't see them in a family context, [concertation] helps us to better understand the clients' situation" (practitioner working with men).
"Having a better understanding of the work of [organization name] and [organization name] helps me to better explain to women why other organizations do the things they do" (practitioner working with women).
"We realize that we don't have the choice but to collaborate. Everyone has their approach, but how do you reach a common viewpoint that doesn't suffer from a silo mentality? [We have to] know the issues surrounding children who are under the care of [organization name], develop good relationships by raising awareness, demystify the role of [organization name] and the associated fears, move forward together, hear everyone's opinion, and be more sensitive to other people's experiences" (practitioner working with women).
The quantitative results strengthen the validity of the observations ensuing from qualitative data. The quantitative data indicated that the concertation meetings helped the majority of the practitioners to better understand the mandate of the other organizations involved in IPV situations. Accordingly, 96% of the practitioners improved their knowledge of the other organizations' mandate either a small amount (23%), a moderate amount (38%), or a large amount (35%), whereas only 3% indicated that they had learned nothing about these organizations through the concertation meetings.
Consensus and Divergence of Opinion among Practitioners
Several practitioners had similar opinions about the family situations. The consensus among practitioners particularly concerned the importance of protecting the children but also of protecting mothers who were IPV victims, as was pointed out by almost all the practitioners participating in the project: "The practitioner's legitimate concern for the victim and children's safety" (practitioner working with men).
"The notion of the children's safety and well-being [and] the consequences [of IPV]" (practitioner working with women).
Concerning what needed to be done, the practitioners agreed about what should occur in the mid-and short-term. Most of the practitioners pointed to initiatives to put into place for the mothers and their children, whereas some practitioners suggested initiatives for the fathers.
Some divergent viewpoints could be seen among the practitioners. These primarily concerned different readings of the clinical situations, the mandates and roles of each organization, and the initiatives to adopt. The practitioners mentioned that their viewpoints and understanding diverged regarding 12 clinical situations in particular, which mostly involved IPV and its impact on the children: "There is no consensus about IPV" (practitioner working with women). "Different discourses. IPV or [domestic] conflict?" (practitioner working with women).
Not all the practitioners agreed about each other's respective mandates. Some practitioners mentioned that they found it difficult to understand the reasons underlying the actions of the child protection agency, particularly with regard to the legal framework of their practices. Moreover, some of the participants had the impression that the practitioners from the child protection agency did not know the role of their organization and services very well.
On another note, practitioners who did not have access to the same information about a family situation often had an analysis that was biased by the version of the family member with whom they worked most closely:
"[The] lack of information depended on our respective mandates. [It was] difficult to know the truth, everyone has limited information" (practitioner working with men).
"Our understanding of the situation differed. We have a more global view because we have access to all the family members" (practitioner working with children).
The practitioners did not agree about the approach to adopt for seven clinical situations, as can be seen in the following quotes: "The work with the father: one practitioner was hoping that the father would get closer to his children, while most of the others [practitioners] suggested working with the children to get them to have more realistic expectations about their father" (practitioner, non-specified client).
"[The different opinions]
especially concerned what our target should be (direct targeting of the father or not) and the strategy for the child" (practitioner, non-specified client).
It is worthwhile noting that, for 80% of the practitioners, the approach employed here helped to reduce divergence in viewpoints either a moderate amount (37%) or a large amount (43%).
Quality of the Client Services
According to the practitioners, the families also seemed to have benefited from the approach employed in this project because it provided them with better quality services:
"Some of the discussions allowed us to adjust our practices by taking into account other, complementary viewpoints. This enhanced our practices and improved our work with the service recipients" (practitioner working with men).
The provision of better services might have been related to a greater understanding of the IPV and CM problems that the practitioners said they developed through the concertation meetings. As such, the meetings allowed most of the practitioners to better understand the issues at hand; 93% of the participating practitioners indicated that the meetings helped their understanding a large amount (22%), a moderate amount (45%), or a small amount (26%). According to the practitioners, the majority of their clients have benefited from concerted actions that were better adapted to their situation, in particular for insuring child safety: "[During concertation discussions], we develop and become aware of the importance of assessing the victims' degree of safety and of foreseeing ways of ensuring the children's and mother's safety" (practitioner working with children).
"Given everyone's expertise and their involvement in the children's situation, we were able to better determine their situation and make better decisions for them" (practitioner, non-specified client).
"After this meeting, I'm confident that there will be a good 'safety net' for the children and that the actions taken will benefit them" (practitioner working with women).
Another positive outcome was consistent with one of the project goals, which was to improve the protection of IPV and CM victims and maltreatment. When they were asked about this, 92% of the practitioners who took part in the project indicated that the concertation practice resulted in a better response to victim safety issues.
Discussion
One of the evaluation results that is particularly interesting was the impact of the concertation strategy on the practice of psychosocial workers from different fields working with the affected families. First of all, the results highlight the consensus and difference of opinions concerning the approaches to be taken with these families. Second, they emphasize the concertation structure required to foster collaboration between the different organizations and limit power struggles. Third, they point to different avenues for improving concertation in complex family situations, especially when there is IPV. Finally, they show that concertation can lead practitioners to consider collaborating with their partners in other fields. Thus, this study reveals that, even if collaboration between the concerned fields of practice remains difficult [20] [21] [22] 65, [69] [70] [71] , it is not an impossible goal to achieve.
Consensus and Divergence
It would seem worthwhile to take a more general look at the consensus and divergence that were evaluated in the testing of this concertation model. To begin with, the results of this evaluation add support to the findings of a previous study [20] , namely that there is consensus among the practitioners about the importance of ensuring the safety of IPV victims, who are often women and children. The triangulation of the qualitative and quantitative data leaves no doubt about this: the practitioners from all the different fields emphasized this point in their comments, and this for more than a third of the concertation meetings.
We believe, furthermore, that an important inverse relation can be established between the practitioners' knowledge of other organizations and their diverging opinions about each other's roles. In some of the meetings, one or more practitioners expressed diverging viewpoints concerning the mandate of other practitioners present. Similarly, a large majority of them (87%) indicated that their knowledge of the other organizations improved moderately or considerably because of the meetings. Everything indicates that a better understanding of the objectives, missions, and issues of the other organizations alongside whom they were working at least partially explained how the concertation meetings contributed to an 80% decrease in disagreements about each person's role. It could be interesting to pursue this point since improving the participants' knowledge of the other organizations in their region working on the same problems is an easy and inexpensive solution. This observation is supported by another finding: the practitioners desired to see other players in the network participate in the concertation meetings, primarily those with expertise in the judicial, mental health, and educational systems, as will be discussed below.
It is likewise relevant to compare the practitioners' reading of the family situations by way of the approach they wish to take in their actions. The practitioners' reading of the family situations was as consensual (13 clinical situations) as it was divergent (12 clinical situations). However, when the practitioners identified the action to be taken, they agreed in a majority of the cases (12 clinical situations) and disagreed in a smaller proportion (five clinical situations). Because the practitioners agreed for the most part about the approach to take, these findings raise the following question: were the practitioners' divergent readings due more to each field's ideologies or to the assisted families' concrete situations? Or did the practitioners relativize these different readings as long as the initiatives involved protected the victims, which was their most common consensus? It would be interesting if future research could examine these questions and concentrate more specifically on these aspects.
Concertation Structure
Making concertation protocols available to the practitioners is not enough; they must also be structured so as to reduce power struggles. As we mentioned above, one of the common problems is that the existing concertation models are often found in public institutions, whereas expertise in this matter has for the most part been developed by community services. It is thus possible that certain concertation protocols accentuate the power imbalance instead of reducing them. Moreover, several authors have documented collaboration difficulties as well as the importance of improving concertation among different resource services [69, 71, 74] .
That being said, the results of this evaluation indicate that several factors related to the methodology and concertation structure developed in this project made for smoother meetings and reduced the power struggles. The main contributing factor that the practitioners identified was the presence of a neutral facilitator who saw to it that the meeting ran smoothly by ensuring that each organization was present, that the length of the meeting and the time limit for each person to speak was respected, that the context was laid out at the beginning of the meeting, and that discussions were helped along when necessary. The second factor identified by a large number of the practitioners as having contributed to well-run meetings was the positive attitude of the practitioners, as noted by more than half of the project participants (52.4%). Various attitudes, such as respect, listening, and open-mindedness, might have been fostered by the very nature of the concertation strategy, which calls for a neutral person who can explain the strategy's characteristics and encourages all the practitioners to participate in the meeting.
Finally, it is worth noting the usefulness in systematically having people at the concertation meetings with the three main types of expertise: child protection, support for IPV victims, and help for violent partners. Systematically having at the least one practitioner from each of these three fields confirmed the importance of each one and, consequently, reduced the power struggles. Moreover, it is important to remind that this feature contributes to the originality of this strategy compared to other existing concertation models.
Complexity of Family Situations
In families where there is both IPV and CM, the practitioners are often confronted with other issues, such as poverty, addiction, and mental health problems [75, 76] . Several studies have moreover noted the extent to which complex family situations lead practitioners to divergent readings of the issues and needs of these family members [20] [21] [22] . It is, thus, interesting to see how the proposed concertation strategy allowed the practitioners to influence each other in their readings of these situations. Accordingly, the results of our evaluation indicate that, after a concertation meeting, the practitioners were more aware of the usefulness of drawing the largest portrait possible of the family situation so as to better outline the issues and more effectively meet the families' needs.
Some of the practitioners nonetheless deplored the fact that practitioners from other fields who had good knowledge of the situation and who provided services to one of the family members did not participate in the concertation meetings. They considered that the concertation discussions could have benefited from these other viewpoints, particularly in those cases where the expertise was not related to IPV. For example, several practitioners mentioned that organizations that provided drug addiction services might have improved the understanding of the family situations through their participation. Other practitioners suggested the presence of practitioners from the judicial, mental health, and education systems.
This avenue could however create an additional ethical challenge, especially if these new actors do not have any responsibilities regarding psychosocial assistance. Indeed, they would have access to confidential clinical information that they do not necessarily need to carry out their work. Further reflection on this subject would be useful to identify the ethical issues related to such a practice and to determine how it might take place.
Participation
Finally, it is worth noting that several practitioners (N = 15) participated in more than one set of concertation meetings in this project, and this, for different clinical situations. In most cases, this was not due to chance: after having participated in one concertation meeting, these practitioners became proactive in recruiting families who met the inclusion criteria. The practitioners saw an opportunity to benefit from the expertise of other practitioners and, thereby, improve their skills.
Limitations
This study had three main types of limitations, namely those related to the geographical area where it was implemented, to time, and to the nature of the collected data. First of all, the area where the concertation strategy was implemented, that is the Québec City region, is relatively small, having only a few organizations specialized in intimate partner and family violence. This factor greatly facilitated our implementation of the concertation strategy, in particular as concerns the readiness to work with other organizations, the time needed to disseminate the concertation strategy in each organization, and, above all, the possibility for the researchers to make connections with the organizations' management, which facilitated the different organizations adaptation to the strategy. In a larger region or one where many more organizations were present, it would certainly be more difficult to implement such a practice and, consequently, to reproduce the results obtained in this research project.
Second, time is a precious factor when implementing, such a concertation strategy: before being able to organize the first concertation meeting, several stages had to be completed so as to inform practitioners from different fields about this new practice and have them participate. What is more, an evaluation project, such as the one tested here, usually has to be completed in a given length of time due to the availability of funding, which was three years in the present case. Time was also an important limiting factor in the recruitment of practitioners, because in the case of more than a third of the referred cases, we were confronted with a service termination for a family member, thereby rendering the concertation strategy impossible. In most cases where the second concertation meeting could not take place, it was for this same reason. We compensated for this obstacle by asking practitioners who were still working with certain families to fill out an adapted version of the satisfaction questionnaire so as to collect essential data about them. In doing so, we found that it doesn't seem to be any difference between the benefits they obtained from it compared to those who were able to complete the two concertation meetings.
Finally, a few limitations were related to the collected data. To start with, some practitioners participated in concertation meetings for more than one clinical situation. Each situation being unique, these practitioners had to fill out the questionnaire more than once. However, we were not able to isolate these respondents so as to analyze if they were more, less or equally satisfied with the concertation strategy, comparatively with others who participated only once. In fact, the questionnaire did not include the information about the number of different clinical situations in which they took part in the overall project. Despite this, the results would have benefitted to take into account the possible self-selection biases, since practitioners who liked the strategy or found it congruent with their values may be over-represented, thus, inflating the satisfaction rates. This limitation can nonetheless be seen as a strength of the project since, if practitioners took advantage of this concertation strategy more than once, it is likely that this strategy was useful in their practice the first time around. Furthermore, since the answers to the questionnaire were short and sometimes even composed of a single word (e.g., respect, time), they were more difficult to analyze, because the research team had to be sure it understood the meaning of the answer that the practitioner gave. Finally, because it was impossible to ensure that the practitioners would systematically answer questions, we were confronted with missing data in some of the questionnaires.
Conclusions
The results of this evaluation suggest that greater knowledge of the different organizations that worked with families with IPV and CM problems made for less disagreement about the mandates of the practitioners from these fields and improved cooperation between them. Interestingly, several quite simple and inexpensive solutions can be developed in this regard. For instance, there are already IPV concertation structures in several regions, both in the Province of Québec and elsewhere, which could assist in developing concrete action strategies.
In keeping with this idea, it would be worthwhile to measure how ideologies influence both the different organizations' readings of the family situations and the approaches proposed by the practitioners. Our results seem to show that, while there were different readings of the family situations that were related to the practitioners' "glasses," there was markedly less difference in the approaches they proposed, which aimed primarily at victim protection.
Finally, with the goal of extending concertation to all the social actors working with these families, it would be worthwhile to look at the ethical issues raised by the circulation of information among psychosocial practitioners and other potentially concerned actors, be it in the educational, medical, or judicial systems. While concertation among all these actors could produce more coherent and precise actions, there are numerous issues that need to be considered concerning power struggles, confidentiality, and the misappropriation of information to benefit a given organization.
In conclusion, the aim of this study was to evaluate an innovative concertation strategy developed from 2004 to 2010 and implemented in the Québec City region from 2011 to 2013. The project worked to foster collaboration between practitioners from different resource services who were working with families with both IPV and CM problems. The results of this evaluation show that the practitioners who participated in the concertation meetings were very satisfied, that they gained a better understanding of complex family situations and better collaboration with the other organizations, and that they felt that they were able to provide better services to the families with whom they worked. We identified a few avenues for solutions and further discussion that could foster collaboration among practitioners with different forms of IPV and CM expertise. Nonetheless, there is still a considerable amount of work required to develop and above all support this kind of initiative, since power struggles between institutions and community organizations still occur, and the different types of IPV and CM expertise are often still isolated one from the other.
